Aims and objectives: To explore healthcare provider perspectives and experiences of perceived barriers and facilitators of compassion.
In contrast, facilitators and barriers of compassion related to the workplace/system have received extensive attention and as a result are often considered to be the chief factor in facilitating or inhibiting HCPs' ability to deliver compassionate care (Barron et al., 2017; Bray et al., 2014; Brown et al., 2014; Curtis et al., 2012; Dewar & Mackay, 2010; Dewar & Nolan, 2013; Fernando & Consedine, 2017; Horsburgh & Ross, 2013; Jones et al., 2016; Lown et al., 2011; Nolan, 2016; Smith et al., 2014) . In particular, a positive workplace, where providers felt supported by their employers and from their co-workers, was felt to facilitate compassionate care (Barron et al., 2017; Dewar & Mackay, 2010; Dewar & Nolan, 2013; Jones et al., 2016) . In contrast, work environments that were described as stressful, busy, negative and resistant to change were identified as inhibiting compassion (Curtis et al., 2012; Horsburgh & Ross, 2013) . Other factors impacting HCPs' ability to provide compassionate care within the workplace/culture of care domain identified in the literature include competing professional demands, limited resources and a lack of time (Barron et al., 2017; Bray et al., 2014; Brown et al., 2014; Curtis et al., 2012; Horsburgh & Ross, 2013; Lown et al., 2011; Nolan, 2016; Smith et al., 2014) . In addition, economic constraints, overly target/outcome driven healthcare systems and teaching environments focused primarily on knowledge-based competencies, with little value or dedicated time focused on cultivating skills and practices related to compassion were also identified as barriers (Bray et al., 2014; Smith et al., 2014) .
Additional workplace/system factors identified specifically by physicians were medical specialty and professional experience. One
What does this paper contribute to the wider global clinical community?
• Provides an in-depth understanding of the challenges and facilitators of compassion directly from the perspectives of frontline healthcare providers.
• Provides a blueprint for optimising compassion on a personal, relational and system level.
• Provides a foundation to researchers and educators develop curricula and future research. study described that general practitioners and Internal Medicine specialists, along with less experienced physicians, had more barriers to compassion compared to psychiatrists and more experienced doctors (Fernando & Consedine, 2017 ).
Finally, a few studies identified relational barriers and facilitators between HCPs and patients in the provision of compassionate care.
Opportunities to develop positive relationships with patients and families; exposure to patient suffering; and patients who were perceived as self-motivated, likable and articulate were considered relational facilitators to compassion (Jones et al., 2016; Vivino et al., 2009 ).
Patient-related relational barriers perceived by HCPs were patients who were resistant, aggressive, violating boundaries or difficult (Fernando & Consedine, 2014; Vivino et al., 2009) . Conversely, HCP relational barriers were identified as contempt towards patients, disregard, negativity and having a pre-existing poor clinical relationship with a patient (Fernando & Consedine, 2014; Vivino et al., 2009) .
While this synthesis of the literature provides insight into a wide range of facets and apparent domains associated with barriers and facilitators of compassion, we could find no studies that comprehensively mapped them, including their relationship with one another, from the perspective of HCPs. Importantly, due to the lack of HCP accounts on the topic as a whole, there is little certainty as to whether the proposed facilitators and barriers of compassion identified by researchers are congruent with HCPs themselves. To address this gap, we conducted a grounded theory study exploring HCPs' perspectives on the nature of compassion and the associated facilitators and barriers within the context of health care specifically.
The former study aim generated a HCP model of the construct of compassion which has been previously reported (Sinclair et al., 2018) , wherein participants were asked to define compassion which led to compassion being conceptualised as "a virtuous and intentional response to know a person, to discern their needs and ameliorate their suffering through relational understanding and action."
On the other hand, this study aimed to gain insight into the perceived barriers and facilitators of compassion from the perspective of HCPs.
| ME TH ODS

| Study population
Using convenience, snowball and theoretical sampling, 57 HCPs were recruited from the palliative care services of the Calgary Zone in Alberta, Canada, between October 2015-September 2016. The palliative care services spanned urban and rural settings and included hospice, homecare, hospital-based consult teams and a dedicated inpatient palliative care unit. The research protocol was approved by the University of Calgary Conjoint Health Research Ethics Board (#REB 15-1999) . Participants were eligible for the study if they were at least 18 years of age, able to speak and read English, able to provide written informed consent and had worked in palliative care for a minimum of 6 months. While we recognise that compassion is an essential component of any healthcare setting, we selected participants from palliative care because compassion is of great significance in a healthcare environment which provides care where suffering is prevalent. To recruit participants, an overview of the study was presented at clinical care team meetings. A final sample size of 57 participants was required to achieve data saturation. The demographic characteristics of the participants are described in Table 1 .
| Data collection
Data were collected from the participants using focus groups and one-on-one semistructured interviews. An interview guide (Table 2) was used for the focus groups and was developed based on our literature reviews (Sinclair, Kondejewski, Raffin-Bouchal, King-Shier, & Singh, 2017; Sinclair, Raffin-Bouchal, Venturato, Mijovic-Kondejewski, & Smith-MacDonald, 2017; Sinclair, Russell, Hack, Kondejewski, & Sawatzky, 2016; Sinclair, Norris, et al., 2016) and the research team's previous experience in conducting qualitative studies (Sinclair, Bouchal, Chochinov, Hagen, & McClement, 2012; Sinclair, Torres, et al., 2016; Sinclair, Beamer, et al., 2017) . While the guiding questions were designed to facilitate conversations, including potential barriers and facilitators, two targeted questions were developed to address this topic specifically:
What do you feel are the major influencers of compassionate care in your practice? And what do you feel inhibits your ability to provide compassionate care? The latter question was initially worded to address the topic of compassion fatigue specifically due to the prominence of these phenomena within the healthcare literature (Figley, 1995; Mathieu, 2007; ; however, we modified it to its current form as we felt in its original form it was a leading and presumptuous question. The interview guide also was modified slightly at each stage of data collection (Tables 3 and 4) based on the data which emerged in the earlier stages of this study, which is congruent with the concept of theoretical sensitivity and the iterative nature of grounded theory (Glaser & Strauss, 1967; Strauss & Corbin, 1990) , where data collection, data analysis and theory generation occur simultaneously. Data collection in this study consisted of three stages. The first stage was comprised of seven focus groups with 35 frontline HCPs. The aim of these focus groups was to obtain an understanding of compassion from the perspective of a broad spectrum of HCPs involved in direct patient care. Stage 1 HCPs were also asked to nominate two of their peers whom they considered exemplary compassionate care providers. In the second stage, 15 one-on-one interviews were conducted with the nominated HCPs to gain a deeper understanding of the qualities, skills, motivators, knowledge, behaviours, barriers and facilitators of compassion. Identified peers were informed about their nomination via their work email, in a sequential rank-ordered fashion, beginning with the individual with the most nominations. Nominated peers were asked to contact the study research coordinator if they were interested in participating. Fifteen nominees needed to be approached to reach our target sample of fifteen, amounting to a 100% response rate, with three of these participants having also SINGH ET AL. 
| Data analysis
Straussian grounded theory (Glaser & Strauss, 1967; Strauss & Corbin, 1990 ), a qualitative methodology that aims to uncover and explore the meanings that construct the participants' realities and behaviours that stem from them, was used to guide this study. A theory or model is then developed that explores the basic social processes that are present within these human interactions. The key dimensions of the construct of compassion generated the HCP compassion model (Sinclair et al., 2018) , whereas the aspects of the model describing and illustrating the facilitators and challenges affecting compassion are presented herein (Figure 1 ). Grounded theory is a particularly powerful method for studies where the phenomenon of interest is complex, has not been well described and is socially constructed. In grounded theory, data collection and analysis The total for these categories is <100% due to nonresponses by participants. The total for these categories is more than 100% due to some participants working in multiple care settings.
occur simultaneously, with analysis driving further data collection.
Five members of the research team (SS, TH, SM, SRB and KS) analysed the data across the three stages of analysis in grounded theory.
A detailed account of the methods associated with this study was published in a separate manuscript (Sinclair et al., 2018) .
3 | RESULTS
| Category: Challenges to compassion
Participants identified a number of challenges that inhibited their ability to be compassionate ( to challenge assumptions about the topic, they nonetheless felt that compassion was something that could be nurtured and strengthened with practice.
SubTheme: Egotistic caregiving
Participants described perceived self-importance in the provision of care as a significant challenge to providing compassion. Some participants described this phenomenon as having a "messiah complex"
and "chronic caring," whereby HCPs' ego and need to be perceived as compassionate ironically circumvented the process of compassion itself:
Sometimes we can be barriers ourselves [laughter] . As nurses sometimes we think we know best on what to do or how to control symptoms. Subtheme: Individual differences in HCPs innate virtues
Participants described an internal tension that was an inherent challenge in being compassionate, namely that the ability to provide compassion was somewhat contingent on the innate virtues HCPs possessed-qualities that HCPs felt were antecedents to compassion (Sinclair et al., 2018) . Participants believed that while most HCPs were capable of being compassionate, the requisite qualities that 
| Theme: Relational challenges
Healthcare providers' intrapersonal issues not only impeded their personal capacity for compassion, but their ability to extend compassion to others, often manifesting in personal prejudices towards certain patients. Prejudice towards patients was not only a by-product of the personal qualities and attitudes that HCPs' brought into the clinical encounter, but were enculturated through the practice setting and other members of the healthcare team. While participants felt that enculturation of stigmatisation towards patients, particularly individuals from vulnerable populations, was often perpetuated in an implicit manner within the consult notes of the patient's medical record, it was considered by many participants to be one of the strongest inhibitors of compassion. Conversely, participants also identified that patient and family members' interpersonal attitudes towards HCPs were also relational inhibitors that challenged their ability to be compassionate. In particular, they identified anger, denial and physical and verbal abuse as being significant challenges.
Subtheme: "Conditional compassion": Stigmatisation and prejudice towards patients
While participants noted that the field of palliative care purports to be nonconditional in provision of care to patients from all backgrounds, in practice, participants felt that patients who were perceived as being noncompliant or did not behave in a manner that was deemed acceptable to HCPs were sometimes less likely to receive care that was compassionate. In particular, patients who were perceived as displaying drug-seeking behaviour, were homeless, or were "frequent flyers" of the healthcare system, were felt to be particularly susceptible to prejudice by individuals and healthcare teams. Study participants had no shortage of clinical examples of situations where they witnessed the power of stigmatisation as a counter-agent of compassion and stressed the need to be aware and actively attend these challenges in their individual practice and the broader culture of care:
So someone was accused of taking medications from the home and so there's this big judgment because it was narcotics and it was a large amount of narcotics that wasn't in the home. . . And so there was all these negatives on this poor guy. . .it turned out that -he had indeed sent the stuff back to the pharmacy.
(Interview Participant 2) At the hospital I was working at we had a pretty high proportion of homeless patients and patients with addiction and the minute the hospitalization was attributed to something the patient did to themselves or that kind of attitude, that significantly impacted patient care.
(Stage 1 Focus Group Participant 11)
Subtheme: "Conditional compassion": Perceived lack of patient and family receptivity to compassion
Participants in this study also described challenging patients and family relationships as impacting their ability to be compassionateparticularly those who were angry or considered to be "in denial" of their palliative condition:
Then you got someone that's swearing at you and trying to take a swing at you, so your compassion changes. A more pervasive, less overt challenge to compassion that HCPs personally acknowledged was whether patients or family members were receptive to their compassion. While many participants felt that individuals who were receptive and thankful were easy to be compassionate towards, they and other study participants felt that true compassion was nonconditional. As a result, the majority of HCPs felt that these so-called conditions of compassion were an oxymoron and were more of a limitation of the individual's ability to be compassionate than a condition of the concept itself: 3.1.3 | Theme: Systemic challenges
An unsupportive healthcare system and a culture of practice that was perceived as lacking in compassion were also identified as a significant challenge in providing compassion, speaking to how issues within the broader healthcare system can impact HCPs' capacity to care in a compassionate manner. In particular, workplaces and systems that did not value compassion or had excessive competing work demands inadvertently diminished HCPs' ability to provide compassionate care.
Subtheme: Competing system demands
Participants felt that HCPs' compassion was often a spontaneous and innate response, which could nonetheless be stifled by restrictive institutional and practice guidelines or policies, an overly taskoriented approach and an overly biomedical focus to care. Participants also described that being short-staffed, having inflexible schedules and limited resources stretched their ability to be compassionate as it caused them to focus on completing tasks rather than the person in their care:
We could provide a little bit more compassionate care, but the system doesn't allow for it. 
| Theme: Maladaptive responses-Treating challenges to compassion as excuses for not being compassionate
Although HCPs identified the aforementioned challenges to compassion, ironically, they felt that HCPs' responses to these factors were as influential to their ability to provide care in a compassionate man- 
(Interview Participant 12)
While the topic of compassion fatigue was mentioned sparingly in discussing barriers to compassion, on the few occasions that it was mentioned, it was met with a similar level of cynicism on the part of participants. Participants were averse to compassion fatigue for two reasons: they felt it suggested that the ability to be compassionate was contingent on HCPs first feeling compassion and they felt it implied a causal relationship between expressing compassion and burnout. Participants discomfort in viewing compassion as contingent on the affective state of HCPs or treating it as a feeling in its own right, was based on their belief that compassion was rooted in virtues which they felt were more nonconditional and equanimous than feelings. Other participants acknowledged that their affective state and occupational stressors did impede their ability to be compassionate; however, they did not feel that they were specific barriers to compassion, but were general barriers that equally impacted other occupational issues (e.g., professionalism, attentiveness, decision-making, problem-solving and well-being):
There's this thing called compassion fatigue and I actually have a feeling that compassion fatigue isn't actually compassion. . . So if you're having to work at it, then you get tired and the fatigue isn't exactly in feeling compassion. It's battling all the things that are prior to the compassion and dealing with all the barriers that you have to it. . .I don't think it's so much about compassion fatigue, but I think it is about fatigue.
(Interview Participant 5) 
| Theme: Personal facilitators
Participants described personal practices that helped cultivate and sustain their ability to provide compassion to patients and families, namely self-care, contemplative practices and personal experiences of suffering. While the effect of these personal practices extended to their clinical practice, they largely occurred outside of the workplace, suggesting that compassion traverses personal and professional boundaries, requiring self-motivation and personal practice.
SubTheme: Self-care
The majority of study participants emphasised the importance of self-care as a key facilitator of compassion. Within the demanding context of health care, especially in healthcare settings where HCPs where exposed to suffering, the need to take care of oneself was imperative to providing optimal compassion to others. Self-care, selfawareness and self-reflection were felt to maintain HCPs' physical, emotional, mental, social and spiritual well-being. This care for the caregiver, in turn, was felt to enhance HCPs ability to provide compassion to their patients:
And I think one of the biggest things. . . to make you compassionate is self-care. While HCPs identified the personal, relational and the workplace culture as facilitators, most cautioned against treating these as prerequisites to compassion. In fact, participants felt that one of the greatest facilitators, regardless of the existence of personal, relational and system facilitators, was intentional acts of compassion. In doing so, participants described incidences where either they did not feel compassionate towards an individual or they were met with resistance on the part of patients that was overcome through a compassionate act on the part of HCPs, thus serving as an adaptive response in those challenging situations. Intentional action could take the form of tangible acts such as getting a warm blanket for a frail patient, repositioning a patient, resolving a family complaint or advocating on the patients' behalf, which in turn allowed HCPs' compassion to begin to flow more freely:
To be perfectly honest I mean, yeah, I mean it's not my 4 | DISCUSSION Our previously published patient and HCP model of compassion (Sinclair et al., 2018) (Table 5) . Participants identified four themes and six subthemes that challenged their ability to provide compassion (Table 5) . One of the unanticipated findings from this study was participants' aversion towards associating the language of barriers to SINGH ET AL.
| 2093 compassion as they felt it applied an absolute term to the nonconditional and adaptive nature of compassion. They did, however, recog- Participants emphasised that a selfless attitude was an important facilitator of compassion, suggesting that the relation of the self to compassion, including the concept of self-compassion, may need to be reconceptualised . This finding is aligned with previous studies that described compassion as a selfless attribute of HCPs that aimed to recognise and ameliorate patient's suffering through relational understanding and action (Bray et al., 2014; Crawford, Gilbert, Gilbert, Gale, & Harvey, 2013; Horsburgh & Ross, 2013; Schantz, 2007; Sinclair, Norris, et al., 2016; Vivino et al., 2009; Way & Tracy, 2012) . The other-orientated focus of compassion placed the self in a subordinate position, serving as a conduit through which compassion could flow, to benefit the patient.
Selflessness has also been previously identified as an essential factor for a strong and successful client-therapist relationship and positive patient experience (Aguilar, Stupans, Scutter, & King, 2012) .
Selfless attributes such as virtues of humility, kindness and benevolence have been previously identified by both patients and HCPs as motivators of compassion (Sinclair et al., 2018; . Cumulatively, while these results suggest that compassion ultimately is about the patient and not HCPs, the self can nonetheless be both a significant inhibitor and facilitator of compassion to others. The essential, albeit subordinate role of the self, was further underscored by participants in identifying self-care, selfreflection, self-awareness and contemplative practices as further facilitators to compassion and effective caregiving in general. Contemplative practices such as a personal faith, meditation and prayer seemed to provide a framework for self-understanding, making sense of suffering, cultivating virtues and serving as a source of wisdom on the topic of compassion specifically.
External factors such as difficult patients and families, lack of time and a challenging work environment were considered challenges to compassion by HCPs. However, how HCPs chose to adapt to these factors was an equally, and perhaps more powerful mediator of compassion. Thus, while the flow of compassion could be upregulated or downregulated as it traversed through each of the junctures of personal, relational and systemic facilitators and challenges, most HCPs believed that they could still respond to these factors in an adaptive or maladaptive manner (Figure 1 ). Compassion fatigue, an often-cited challenge to compassion in the healthcare literature, has been described as "a cost of caring" for others who are in significant physical and emotional distress, which can result in physical and emotional exhaustion in HCPs, thereby diminishing their ability to provide compassion (Figley, 1995; Mathieu, 2007; . In contrast to the compassion fatigue literature which infers a causal relationship between compassion and occupational stress or vice versa, participants in our study did not identify compassion fatigue as a challenge to compassion and were largely resistant to attributing fatigue as a specific inhibitor to compassion. This clinical evidence from frontline HCPs directly engaged in providing compassionate care supports a recent critical appraisal of the compassion fatigue literature within health care which identified a lack of evidence and significant limitations associated with this evocative concept . In fact, several participants in this study questioned the relationship of compassion fatigue to the overarching concept of compassion, with some participants refuting the concept outright. Participants did nonetheless acknowledge the need for self-care in HCPs, including but not limited to, their ability to be compassionate.
Participants also expressed a belief that providing compassion was not contingent on positive feelings or more specifically, compassion-related feelings towards patients or themselves as individuals.
Participants identified contemplative practices and self-care as helpful in cultivating virtues which were perceived as the essential building blocks of compassion. Participants believed that compassion involved choice and action, irrespective of the affective state of the responder, echoing previous research on the topic (Barratt, 2017; Gale et al., 2017) . The identification of intentional acts of compassion as a way of engendering compassion in situations where HCPs did not necessarily feel compassion towards a patient, was described as an adaptive response that could, in turn, stimulate the virtues of compassion. This result suggests that although there is a natural flow to compassion-motivated by the virtues of HCPs, triggering a response that involves seeking to understand the person, relational communicating and attending to their needs, in practice it is not necessarily a sequential process. This finding also challenges the notion of compassion satisfaction, "the pleasure HCPs derive from being able to do their work" (Stamm, 2010) , as a key facilitator of compassion within the healthcare literature. While study participants acknowledged that feelings derived from helping others and expressions of gratitude can indirectly promote ongoing compassion to others, the results of this study suggest that a strict cause-effect relationship between HCP satisfaction with caregiving and increased compassion is limited (Sacco, Ciurzynski, Harvey, & Ingersoll, 2015) .
Results of this study also confirm and extend previous research investigating how relational issues between HCPs and their patients can inhibit HCP compassion (Fernando & Consedine, 2014; Jones et al., 2016; Vivino et al., 2009) . While participants in our study described difficult, aggressive or demanding patients and families as impacting their ability to be compassionate, they also felt that compassion was highly adaptable in these situations where they faced resistance from individuals or difficult situations. HCPs identified their own personal experiences of suffering, loss, grief and of receiving compassion as additional resources when encountering relational challenges to compassion, as they provided a means for understanding the individuals' distress and their reaction to their situation.
Our study also extends the existing literature on workplace and systems inhibitors of compassion (Barron et al., 2017; Bray et al., 2014; Brown et al., 2014; Curtis et al., 2012; Dewar & Mackay, 2010; Dewar & Nolan, 2013; Fernando & Consedine, 2017; Horsburgh & Ross, 2013; Jones et al., 2016; Lown et al., 2011; Nolan, 2016; Smith et al., 2014) , recognising that while compassion is inherently relational, these relationships occur and are affected by the broader culture of care that they reside in. Our results stress the critical and often overlooked role that practice cultures, organisations and healthcare systems play in maintaining and enhancing compassion in health care. Frontline HCPs and their nominated exemplary compassionate care peers felt that compassion was a collective effort that was fostered through environments characterised by supportive colleagues, positive feedback, a person-centred and a bio/ psycho/spiritual approach to care. They also profiled the positive effect of leaders who proactively supported and modelled compassionate care at both the bedside and at a systems level. Currently, healthcare systems and a healthcare career seem to have a detrimental effect on an individual's innate compassion (Fernando, 3rd & Consedine, 2014; Hojat et al., 2009 ). Both our results and other emerging research suggest that by developing a culture of compassion within practice settings and the larger healthcare system, this troubling trend may be reversed. This holds the potential to enhance job satisfaction, reduce work-related stress and improve patient care in the process (Figley, 1995; Mathieu, 2007; Stamm, 2010) .
The articulation and illustration (Figure 1 ) of specific challenges and facilitators to compassion through the eyes of HCPs, builds on our previous research describing what constitutes compassionate health care according to both patients and HCPs Sinclair et al., 2018) . Although this empirical foundation helps to delineate the landscape of major elements of compassionate healthcare delivery, it raises many more questions including whether it is possible to intervene, to purposely reduce challenges to compassionate health care and to enhance facilitators.
Considerable work has been undertaken in the field of Implementation Science to understand barriers and facilitators of change, particularly as related to HCP behaviours. This body of work arose out of awareness over 20 years ago that wide dissemination of evidencebased clinical practice guidelines which articulate best clinical practices, often is ineffective in changing HCPs' behaviour. Subsequent work has been undertaken to identify, understand and intervene to reduce barriers and enhance facilitators to the desired change in behaviour. To that end, there are numerous methodological approaches which have been developed and tested. One widely cited framework is Michie's Theoretical Domains Framework (Cane, O'Connor, & Michie, 2012; Michie et al., 2005) . The model has gained substantial traction in the health systems research community as related to understanding and then bringing about change in HCP behaviour (Graham et al., 2006) . Thus, in having identified the specific challenges and facilitators of compassion in this qualitative study, a logical next step would be to apply these findings through an Implementation Science framework to determine how this evidence can be best implemented in practice and what steps are needed to support improvement in the delivery of compassionate care by HCPs.
| CONCLUSION S
While this study, along with recent high-profile healthcare reviews, suggests that compassion in our contemporary healthcare system is challenged, study participants did not view these challenges as insurmountable barriers but rather opportunities that needed to be addressed at a system, relational and individual level. The study results indicate the journey to improving compassion is a collective responsibility. HCPs have indicated that treating these challenges as barriers or excuses to providing compassionate care can circumvent these efforts and can unjustly project blame when compassion is lacking to individual HCPs, management or "the system." We suggest that the most effective starting point for improving compassion in health care, regardless of one's role or responsibility, is to begin by looking at ourselves and how we can each improve compassion within our sphere of influence-whether that be at the bedside or the boardroom.
| RELEVANCE TO CLINICAL PRACTICE
Our study provides an in-depth understanding of the challenges and facilitators of compassion directly from the perspectives of HCPs, extending the current knowledge base which either focussed on specific facets, was anecdotal or did not account for the clinical realities that HCPs face each day. While our study confirmed the role that external factors such as the role that the healthcare system plays in providing compassion, participants in this study identified personal challenges as additional significant inhibitors. A further insight of this study was the tension and aversion that HCPs expressed in attributing challenges to compassion as barriers. This suggests that while compassion is not immune to personal, relational and system challenges, it is also in essence dynamic, versatile and adaptable to the situation and individuals involved during clinical practice. 
